S U M MARY Six patients with arachnoidal cysts of the middle cranial fossa who presented with raised intracranial pressure are described. All of them had a history of trauma though in two of them it was a remote incident. They all showed radiological changes of an expanded middle cranial fossa and temporal lobe agenesis. The relationship of trauma to these congenital lesions is discussed.
S U M MARY Six patients with arachnoidal cysts of the middle cranial fossa who presented with raised intracranial pressure are described. All of them had a history of trauma though in two of them it was a remote incident. They all showed radiological changes of an expanded middle cranial fossa and temporal lobe agenesis. The relationship of trauma to these congenital lesions is discussed.
Cysts overlying the temporal lobes have been well described in the literature. These are often associated with agenesis of the temporal lobe and their association with epilepsy and asymmetry of the skull is well known. We report our experience with six such cases, all of whom sustained minor trauma and suffered haemorrhagic complications.
Case I A 24 year old male nurse was admitted to a medical ward with a three day history of severe headaches and vomiting. He had marked nuchal rigidity with Kernig's sign. There were no lateralising signs or papilloedema. A provisional diagnosis of subarachnoid haemorrhage was confirmed when the CSF obtained at lumbar puncture was found to be xanthochromic. On later questioning he recalled a blow to the right temporal region sustained during a game of football a year previously. He had not lost consciousness or been otherwise disturbed. Skull radiographs showed thinning and outward bulging of the right temporal bone with expansion of the middle cranial fossa. Right carotid angiogram showed medial shift of the middle cerebral artery with appearances suggestive of a right temporal extracerebral collection. Operation A right temporal burr hole was made and on incising the dura xanthochromic fluid gushed out under pressure. A right temporal craniotomy was then performed and a cystic cavity exposed. The superficial part of the cyst wall was adherent to the dura and the deep layer to arachnoid from which it was easily stripped. There appeared to be a direct communication between the cyst and the chiasmatic cistern. The temporal lobe was hypoplastic and the internal carotid artery, the optic nerve and the third nerve were easily visible without retraction. The patient recovered completely and ten years later was symptom free.
Case 2 A 7 year old boy was admitted with a six weeks history of headaches and vomiting. Two days prior to the onset of symptoms he had fallen from a fence and bumped his head. He had not lost consciousness and was not taken to hospital. There was no significant past illness and his development had been normal. He was fully conscious but had bilateral papilloedema though no lateralising signs. Skull radiographs showed expansion of the right middle cranial fossa with outward bulging of the squamous temporal bone.
Bilateral carotid angiogram showed the midline vessels to be shifted to the left with evidence of an extracerebral collection in the right front temporal region. Operation A right temporal burr hole was made and on opening the dura xanthochromic fluid gushed out. The chiid improved after this procedure but there was a persistent collection of fluid under the scalp wound which required repeated aspiration. Four months later a temporal craniotomy was performed. A cystic cavity was present replacing the tip of the agenetic temporal lobe. The walls of the cyst were easily stripped from the dura superficially and arachnoid on its inner aspect. The cyst appeared to communicate with general subarachnoid space by a "valvular" arrangement and by stripping its walls a good communication was established with the chiasmatic cistern. The child recovered well from the operation apart from a wound infection which was treated with anti-biotics. He Carotid angiography showed a large extracerebral collection on the left side with elevation of the middle cerebral artery and shift of midline vessels. Operation Three burr holes were made and on opening the dura 75 ml of golden yellow fluid was drained. The cortical surface was about 15 cm from the inner table. There was a rapid improvement in his level of consciousness and relief from headache. However, there was a persistent collection of fluid over the burr holes. A week later a craniotomy was carried out and a large cyst found in the middle fossa replacing the tip of the temporal lobe. The cy3t appeared to communicate with the subarachnoid space through a valvular arrangement. The walls of the cyst were stripped exposing a large Sylvian fissure with a clear view of the optic chiasma and internal carotid artery. The patient had an uneventful recovery and remains well one year later.
Case 5 A 17 year old male was admitted complaining of frontal headache for two weeks. Five weeks prior to the onset of headache, after a game of rugby football, he had noticed a large bruise over the left supraorbital region. He attributed this to bumping his head in a tackle but he had not lost consciousness and did not go to hospital. He was found to have bilateral papilloedema and a mild right hemiparesis. Skull radiographs showed expansion of the right middle fossa with outward bulging of the squamous temporal bone.
Carotid angiogram showed evidence of a right sided extracerebral collection. Operation A right temporal craniotomy was carried out. A lightly bloodstained subdural collection of fluid was found with a 2 cm defect connecting it through a layer of apparently thickened arachnoid to a cavity in the anterior middle fossa. The anterior pole of the right temporal lobe was deficient but the exposed gyri appeared normal. The cyst was drained and the walls excised (figs I and 2). The patient had an uneventful recovery and was symptom free two years later.
Case 5 A 21 year old male, who was initially seen as an outpatient with a history of severe headache for one week. Four months prior to this he had fallen from his motorcycle but did not think he had banged his head. He was seen in hospital and treated for bruises of his back. At this stage he had no neurological deficit except for an equivocal plantar reaction on the left side. When seen again two weeks later the headaches were worse and he now had bilateral papilloedema with left hemiparesis. Skull radiographs showed asymmetrical bulging of the right middle cranial fossa with thinning of the temporal bone. Isotope brain scan was normal. Right carotid angiography showed a large extracerebral collection on the right side. Operation A large subdural haematoma containing black fluid was found overlying the parietal region. In the temporal region there was a tense cyst containing clear fluid and the tip of the temporal lobe was deficient. There was no connection between the two cavities though the haematoma did partially overlie the posterior edge of the cyst. The arachnoidal cvst did not appear to communicate with the general subarachnoid space. The walls of the cyst were stripped easily from the arachnoid and dura. The patient had an uneventful recovery and was well one year later. Case 6 A 13 year old boy was admitted with a two month history of headache, which in the last two weeks had become severe and was associated with vomiting. Prior to the onset of symptoms the child had fallen from a skateboard but had not lost consciousness. He was conscious with hyper-reflexia and impaired sensation in the left limbs. He had florid bilateral papilloedema. Skull radiographs showed expansion of the right middle fossa with outward bulging of the right temporal bone. CA T scan showed small lateral ventricles displaced from the right by a large CSF density lesion in the frontal and temporal region associated with a bulge of the skull ( figs 3 and 4) . Operation Right fronto-temporal craniotomy was performed. All the bones here were thin suggesting a long standing pressure on this part of the skull. Underlying the dura was an enormous cystic collection of haemorrhagic fluid contained in two cavities. The capsule of the cyst was adherent to the dura on the lateral aspect and to the arachnoid on the deep aspect, with a similar membrane partitioning the two cavities. The tip of the right temporal lobe was deficient. The walls of the cyst were excised to produce a free communication between the "cyst" and the general cerebro spinal fluid circulation. The In our series all six cases had a history of head injury with varying time intervals prior to presentation. Two (cases I and II), like those quoted in the literature, had sustained the injury a year or more prior to the onset of symptoms. In each of these the head injury had been slight and not requiring medical attention. At operation fluid had been xanthocromic indicating that haemorrhage had been a factor in the presentation but whether this was traumatic or a spontaneous event seems a matter for speculation. The other four cases suffered a definite head injury more recently and these incidents would seem very likely to be of significance. The trauma was of a minor nature and only one was seen in hospital as a direct result of the injury.
Asymmetry of the skull as seen on skull radiographs was a characteristic feature of all our cases. In the earlier cases it was identified only in retrospect but later was recognised early and alerted us to the possibility of a temporal lobe agenesis and the possibility of a subdural collection. The radiological features that were noticed were the outward bulging of the squamous temporal bone and greater wing of the sphenoid which was seen best on the axial view ( fig 5) . The lateral view shows an anterior expansion of the middle cranial fossa by a forward displacement of the lesser and greater wings of the sphenoid (fig 6) . Hardman"' discussed asymmetry of the Craniotomy and excision of the cyst walls would appear to be the ideal treatment. Drainage of the cyst through burr holes may be followed by recurrent accumulation of fluid as was seen in two of our cases. 
